Background: Good communication skills are considered a cornerstone in a "youth friendly approach". However, research in the field as well as transition guidelines only sparsely explain what doctor-patient communication involves. Furthermore, only few guidelines exist regarding concrete communication skills for health professionals who want to apply a youth friendly communication approach to their practice. Objective: To examine how health professionals trained in adolescent medicine practise a youth friendly approach when communicating with adolescents with chronic illness. Methods: Data from 10 non-participation observations of transition consultations with adolescents with juvenile idiopathic arthritis (JIA) were analysed using a qualitative positioning analysis approach focusing on the health professionals' reflexive and interactive positionings as well as the décor of the consultation room. Results: The health professionals in the transition clinic positioned the adolescent patients as independent interlocutors, children, and adolescents, and they positioned themselves as imperfect/untraditional, appreciative and non-judgmental. The positionings were based on a number of linguistic tools such as affirmation, recognition, examples, asking for the adolescents' own expert knowledge and the décor. The health professionals actively negotiated power. Conclusion: Positionings and linguistic tools were inspired by youth friendly tools including the HEADS (Home Education/Eating Activities Drugs Sex/Safety/Self harm) interview, motivational interviewing, and an adolescent medicine practice. A central component was negotiating of power. Limitations of the study include a risk of too positive interpretations of data, i.e. because of the presence of the observer, who could have affected the health professionals' positionings.
Introduction
There is broad agreement that health services for young people including transition programmes require a "youth friendly approach" from health professionals [1] , [2] , [3] . Youth friendly care consists of, e.g. staff attitude, communication skills, medical competency, guideline-driven care and youth participation [1] . These domains are also described as central in transition programmes for adolescents with chronic illness [4] , [5] , [6] , [7] , [8] , [9] . The concepts of youth friendliness are mostly connected to health services and care in which communication is included. However, some use the specific concept "youth friendly communication" to emphasize that it requires special communication skills to talk to adolescents [10] . Communication is highlighted as "far the most important issue in the eyes of young people", which is why health professionals working with adolescent patients need good communication skills [5] . Moreover health professionals' poor communication skills are sometimes perceived as a barrier to transition as well as to medication adherence in adolescents with chronic illness [11] , [12] .
Guidelines on youth friendly communication
The World Health Organization's (WHO) guidelines on youth friendly health services require that communication with adolescent patients must be non-judgemental (health professionals should respond with empathy), the adolescents should be treated equally, adolescents should be treated with respect and their confidentiality must be protected [3] . Furthermore, young people value respectful, supportive, honest, trust inspiring and friendly staff attitude [1] . A feasibility study testing a transition intervention has shown that trust, arising in the communication with health professionals contributed to maintain adolescents to the intervention [13] . This is in line with other studies on doctor-adolescent communication, stating that trust is fundamental in building up positive relationships and a pre-requisite for discussing sensitive issues [1] , [14] . Youth friendly communication also makes it easier for adolescents to keep outpatient appointments [15] . Research on young people's meeting with health professionals emphasize the importance of sufficient time to listen and explain, using understandable and age-and developmentally-appropriate language, showing interest in the patient's whole life situation, and building confidence in the adolescent patient [16] . According to the Australian New South Wales (NSW) Health Government, youth friendly communication differs from communication with adults by being age-appropriate both in terms of types of questions that should be asked and the way of asking [10] . Youth friendly communication takes adolescent's developmental stage including their level of abstraction into account. It is important to use plain language and avoiding technical/medical terminology and jargon.
Even though good communication skills are considered a cornerstone in a youth friendly approach, research in the field as well as transition guidelines only sparsely explain what health professional communication involves, as well as what concrete communication skills are required for health professionals who want to apply a youth friendly communication approach to their practice [4] , [5] , [6] , [7] , [8] , [9] . Our study seeks to address this gap by examining how health professionals trained in adolescent medicine practise a youth friendly approach when communicating with adolescents with chronic illness during transition. The study is designed as a case study as it arises from an established adolescent medicine practice in which a doctor and a nurse use a youth-friendly approach when communicating with adolescents in a transition clinic.
Methods
This non-participation observation study was based on a single case study methodology for analysing a unique empirical example of health professional communication leading to practical examples. The aim of case studies is to explore a "contemporary phenomenon in a real-life context" [17] . This study was approved by the Danish Data Protection Agency (30-1197). Observations were made on conversations between health professionals and adolescents in the transition clinic TUBA (Danish: Transition for Unge i Børnereumatologisk Ambulatorium / English: Transition for Adolescents in Pediatrics Rheumatology Clinic), The University Hospital Rigshospitalet, Copenhagen, Denmark. The intervention was aimed for adolescents with juvenile idiopathic arthritis [13] .
Data collection
Ten non-participation observations of the consultations in the transition clinic were conducted. The consultations took place in an outpatient consultation room at the Paediatric Rheumatology Unit used by the paediatric rheumatologist during the daytime. The observations took place at The University Hospital Rigshospitalet from November 2013 to June 2014. Each observation lasted 45-90 min and was recorded on a dictaphone. SH performed the observations, took field notes during the observations and transcribed the audio recordings verbatim. Quotes were subsequently translated into English.
Participants
The doctor asked both adolescents and their parents for consent to the observation while they were sitting in the waiting room. SH who observed the consultations was not present while consent was requested in order to allow the adolescents and their parents a genuine chance to decline. The doctor explained that the purpose of the observations was to examine the communication between patient and health professionals, adding that the focus of the observations would primarily be on the health professionals. All eligible adolescents and their parents gave verbal consent to allow SH to observe. The participants in the study consisted of a female doctor and a female nurse (who had both more than 10 years of medical experience in paediatrics and adult cardiology, (Table 1) as well as their parents who attended the latter part of the consultations. All participants were given fictive names. As a result of a skewed sex composition in the TUBA clinic (83% girls and 17% boys) we observed girls in this study.
Data analysis
For this analysis, tools rooted in positioning theory were chosen [18] , [19] . Positioning theory is a discourse analysis approach focussing on how positions are produced and negotiated between people. People position each other, and themselves, and mutual positionings occur during negotiation; you accept given positions, reject them, moderate them or try to take other positions [18] . Self-selected positions, which are defined as "reflexive positioning", highlight particular features or traits that people want to be associated with and remembered for. Positioning can also be externally imposed, and people position others through "interactive positioning". The way people position others and themselves is always affected by power, because "when two people meet, they negotiate their relative power and parity and come to an agreement about where each of them stands" [20] .
Power is an unavoidable part of the doctor-patient relationship; it is per definition asymmetric, because the doctor is both a "beneficial helper" and a powerful gatekeeper and controller [21] .
The transcribed text and field notes were coded by analysing linguistic practices such as words, signs, gestures and architectural conventions [19] including grammar (use of, e.g. modal verbs), performance of communication (humour, courtesy, affirmation), tone and body language ( Table 2) . Also the decor of the consultation room was described in the field notes, and discourses were analysed. All linguistic practices were coded in the margin of the transcriptions and subsequently sorted and arranged under to the headings "I" and "You". The heading "I" covered the doctor's and nurse's reflexive positioning (e.g. "I don't know anything about that"). The heading "You" covered the doctor's and nurse's interactive positioning (e.g. "You are an expert at playing football"). All positionings related to a youth friendly approach, addressing communication issues, such as security, confidentiality, honesty, respect, trust and a non-judgemental approach, were included in the analysis. SH did the preliminary analysis and the coding, which she discussed with BHH. Then KAB and KS met with SH and BHH to discuss the findings and reach an agreement on the final coding. 
Youth friendly approach
Adolescents recruited to the TUBA intervention met two health professionals; a doctor (co-author KAB) and a nurse trained in adolescent medicine [22] , [23] and in motivational interviewing [24] . As a framework for the consultations, they used the structured youth anamnesis HEADS (Home, Education/Eating, Activities, Drugs, Sex/Safety/Self harm) [25] as well as interview techniques derived from Woods and Neinstein [26] . As regards to the HEADS interview, the health professionals used this as a practical and structured strategy for psychosocial screening and as a guide for the dialogue [25] . As regards to adolescent medicine, the health professionals used the following principles for adolescent medicine practice [22] :
• Developmentally appropriate approach focusing on growing independence and individuation.
• Promoting autonomy (seeing the doctor and the nurse without parents for the most part of the 60-min split-visit model, addressing invitation and reminder letters to the adolescents, and giving brief patient education focusing on diagnosis, course and treatment).
• Involving parents in the latter part of the consultation.
• Psychosocial screening (using HEADS) with focus on both resilience and risks.
• Conditional confidentiality (incl. oral and written information on confidentiality and informed consent).
As regards to motivational interviewing the health professionals used this method to build confidence in the adolescents on the basis of a trust-based talk about problems, risk behaviour and difficulties in adhering to medical treatment plans to find common solutions for a positive change [24] . Interview techniques focussed on how to ask questions in a non-judgemental and supportive manner [26] .
Results
The following positionings appeared from the analysis:
Interactive positioning: independent interlocutor, child, adolescent.
Reflexive positioning: imperfect/untraditional, appreciative, non-judgemental. 
Interactive positioning Independent interlocutor
The split-visit model (seeing the health professionals both alone and with parents) gave the adolescent 45 min of conversation alone with the health professionals, and then the parents were invited into the consultation room for about 15 min. This meant that the adolescents participated in the conversation as independent interlocutors with the health professionals without their parents' participation. The independence of the adolescents was supported by their codetermination regarding the agenda:
Nurse: What do you want to talk about today, is there something on your mind?
The health professionals listened to the adolescents with an interest that seemed sincere, and they were curious regarding the adolescents' lives: By positioning the adolescent as a specialist and herself as uninformed (about riding), the doctor negotiated her expert position, and she ceded power in the conversation. This was supported by the fact that the health professionals were permitting resistance in the conversation:
We have a whole lot of questions, and it's okay to say "It's not your business", "I don't want to answer that question". We won't get unhappy or sore or offended, so we just ask, and you set the limits.
Thus, the doctor made it legitimate to refuse to answer questions about personal and sensitive issues. The conversations were usually initiated by the doctor, who told the adolescent and the parents about her duty of conditional confidentiality in accordance with child protection regulations. She also provided assurance that she would not tell parents about things relating to the normal youth life including experimental behaviour and sexuality. By establishing a familiar atmosphere, the doctor and the nurse gave the adolescents a safe space and a room for confidence.
Child
On the wall are hanging colourful pictures, one with the text LIEBE and one of a young fellow standing on a skateboard. On the wall behind the doctor hang five drawings by children that the doctor who uses the room in the daytime has received from one of her small patients. On the bookshelf hangs a teddy monkey by one arm. The measuring stick on the wall is set at the height of a small child, and on the floor is a bench containing toys.
(Field notes).
The room contained several opposing discourses, which at the same time positioned the adolescent as a young person and as a child. From the chair that the adolescents were assigned when they entered the room, they looked directly onto children's drawings on the wall and the teddy monkey on the shelf. Laura noticed the teddy monkey, and with a glint in her eye she noted that this monkey reflected the main difference between pediatric and adult health care: The doctor grabbed Laura's humoristic approach to transfer by repeating that there were indeed not so many monkeys in the adult setting. Thus, the doctor responded to Laura's way of communicating. Also the children's discourse was supported by the health professional's way of referring to the adolescent's parents as "mom" and "dad", as one usually does when speaking to children in Danish, instead of saying "your mother" and "your father": Doctor: If you tell us something that is dangerous, something you do, someone who does something to you that is dangerous or harmful, then we have to pass it on … not necessarily to mom or dad, but to some other grownups.
The use of "mom" and "dad" instead of 'your parents' implied that the adolescents were not yet considered fully independent from their parents and still under adult protection. This was supported by the fact that the doctor always initiated the TUBA conversations by explaining conditional confidentiality according to Danish regulations, which require health professionals to inform parents about their child's situation and to notify the authorities if neglect or abuse is suspected. The children's discourse testified that a youth-friendly approach was not fully integrated in the transition consultations.
Adolescent
The room's youth-friendly spots in terms of colourful images of young people, a table shaped like a speech bubble and colourful coat hooks on the door indicated that an effort had been made to make young people feel welcome. This part of the decor supported the impression that consultations were designed for young persons. The health professionals routinely invited the parents to wait outside in the waiting room after a short introduction in the consultation room together with the adolescent. This was done in order to train and support the adolescents' growing independence including self-management, e.g. being responsible for treatment appoint- By using the words "of course" the doctor gave the impression that it was natural for her to get to know the adolescent as a person, and that this had a higher priority than hearing about the disease, which the doctor could read about in the medical record. The doctor was not responsible for the medical treatment. However, by studying the file in advance the doctor showed interest in asking questions on a personal level supporting a youth friendly approach.
Refllexive positioning

Imperfect/untraditional
The doctor negotiated a traditional view of doctors being the omniscient experts by addressing her own weaknesses and ignorance. When she positioned herself as imperfect, she opened up a conversation with the intention that nothing was too embarrassing or stupid to relate, and this shifted the balance of power between doctor-patient and adult-youth: Doctor: First I need to tell you that I have a really bad memory, so when you say something then it's [shows that she's writing it down] just so I can remember it.
In accordance with the HEADS interview model the health professionals always addressed alcohol (according to age/developmental stages) asking if the adolescents had ever tried drinking alcohol and what their current intake of alcohol was. When one of the adolescents confirmed that she occasionally drank alcohol, the doctor answered: Doctor: Has Anette (rheumatologist) or anyone else told you about this thing with methotrexate and alcohol? Couldn't you tell us about it -we're not that clever, you know …" Both the doctor and the nurse wear their own clothes at the consultations. They are casually dressed in a dress and a loose shirt. Both wear their name tags above hip height, so they are visible above the edge of the table. The doctor's tag says "Staff specialist" and the nurse's says "Nurse". The print is small and you have to look closely to see who is who (Field notes).
The choice of clothing meant that the traditional view of how a doctor and a nurse should look was negotiated. It was even blurred who was who. The blurring of the doctor and nurse identities was supported by their speech turn-taking. They led the conversations alternately. The person who initiated the conversation gave room to the other person to ask questions to the adolescent.
Appreciative
The health professionals often used affirmation and appreciation: Doctor: I've already said that you're good at answering questionnaires and you are also good at thinking and answering and yes, you're really good at it.
Nurse: "[…] You're good at saying when there's something that upsets you at school or something that worries you, and that's really good.
The affirmation worked as an "icebreaker" to boost the conversation and created a good atmosphere. The affirmation also positioned the adolescents as independent. The health professionals both focused on the adolescents' skills regarding undertaking the consultation on their own (autonomy) and more generally in relation to their life skills.
Furthermore, affirmation was used actively when the parents entered the consultation at the end:
Nurse: It's a great pleasure to talk to your daughter; she's so good at telling what's happening and what she thinks.
Affirmation could support the parents to leave their child alone in the consultation and supported that the adolescent was able to cope with future consultations alone. Also it could support the adolescent's feeling of doing well without their parents.
Non-judgemental
The health professionals used a non-judgmental approach. If the adolescents said that they had tried smoking or drinking, they did not meet any finger-wagging. Especially the doctor often used a technique in which she made use of concrete examples. The examples were used to reassure the adolescents that they were not perceived as unusual by the health professionals and prompted the adolescents to talk about their own challenges:
Doctor: A whole lot of girls stand in front of the mirror and some of them think: "Aren't I just fabulous!" and others think: "What the hell is this!" What do you think when you look at yourself?
The non-judgmental approach was supported by the way that the health professionals met the adolescents. They always made an effort to meet them at eye level:
When Sofie is to complete a questionnaire and asks for help in answering, Doctor walks around the table and squats down close to Sofie. Now they are at the same level and take the questions one by one.
(Field notes)
The doctor rolls the office chair from its place by the computer to the round conversation table when Emma comes in through the door. Doctor says: "Now I'm sitting here like on a throne. I don't feel comfortable being so high, but I'll come down in a minute". Soon after she moves over to a chair with a purple cover like the ones Nurse and Emma are sitting on.
(Field notes) The doctor either used a chair similar to the one that the adolescents were assigned, or she lowered the office chair by pressing the lever under the seat. The nurse always used a chair similar to the adolescents' chair. The doctor articulated that she felt uncomfortable being raised above the adolescent, and she ceded some of her power by putting herself at eye level. By making this handing over of power explicit, she invited the adolescents into a more equal relationship. The nurse almost constantly tilted her head when she looked at the adolescents. It made her appear sympathetic, compassionate and interested.
Discussion
The results indicate that the health professionals positioned the adolescents and themselves through the following linguistic practices, which supported a youth friendly communication approach: equally distributed speech turns between the doctor and the nurse, invitation to provide resistance in the conversation, body language (meeting the adolescent at eye level), choice of clothing (no white coat), downgrading personal skills (I can't remember/I'm not that good at), giving the adolescent codetermination about the agenda, articulation of an adult protection (using "mom" instead of "your mother"), interest in the adolescents' expert knowledge, use of examples, use of humour, courtesy and appreciation, and asking questions about the adolescents' identity ("Who are you?"). Positioning analysis was suitable to the study of youth friendly communication because youth friendliness could be assessed from the way that the health professionals positioned themselves (such as respectful, supportive, honest, trust-inspiring and friendly) and from the way that the health professional positioned the adolescents (such as equals). The positionings were linked to youth friendly communication skills as described in the literature such as security, confidentiality, respect, a non-judgemental approach, trust and equality [1] , [3] . The health professionals not only negotiated positions (e.g. switching between positioning themselves as experts and positioning the patients as experts), but they also negotiated power by alternately ceding and taking power. They took power by setting the agenda for the conversation's scope and content (e.g. by asking the parents to wait outside the room and by leading the conversation), and they ceded power through meeting the young patients at eye level, inviting the adolescents to suggest conversation topics, positioning the adolescents as experts and by positioning themselves as imperfect. By ceding power especially the doctor challenged the traditional power relation. This is in line with Fugelli, who argues that trust between the doctor and the patient increases when the doctor achieves equality with the patient and shares power [27] . The conversations in the transition clinic indicated that actively negotiating and ceding power was a fruitful tool to make the adolescents feel secure. A feasibility study of TUBA showed that the following communication issues contributed to maintaining the adolescents to the intervention: participating without parents, confidentiality and trust, feeling equal to the health professionals, being able to set the agenda (including addressing other topics than illness) and responsiveness (incl. interest in questions about identity) [13] . At one point the health professionals failed to maintain a youth friendly approach. The study pointed to an obvious children discourse marked by the health professionals' way of mentioning the adolescents' parents supported by the room's decor. In Danish it is not common to say "mom" and "dad", this is a figure of speech used especially for children (it is common to say "your mom" and "your dad"). In keeping with this, the room reflected opposing discourses pointing at both adolescent and children discourses. Even though the room was designed for young people, it was not concealed that it was used for children during daytime, and children's drawings and a teddy bear were clear signs on this.
Some limitations should be noted. The primary limitation of the study is that SH who performed the observations knew the health care professionals including the doctor in TUBA, and that they were both authors of this article. The relationship between the authors as well as SH's connection to the intervention could potentially lead to blindness to possible inadequate or not sufficiently youth friendly communication. In order to avoid misinterpretations of the data and influence from KAB (the doctor and co-author), SH analysed data, which she subsequently discussed with BHH who was not a part of the TUBA intervention. KAB did not participate in the primary data interpretation until third round where also KS, who were not a part of TUBA, participated. Furthermore, the health professionals' positionings may have been affected by the influence of the observer, because they could have made an extra effort to communicate youth-friendly. Therefore, there is a risk that data has been interpreted too positively. Another limitation is that the study is based on observations of only one doctor and one nurse. If more health professionals had been involved, perhaps more or other types of positionings had been revealed. Also the observer observed most consultations where the doctor was leading the word (the doctor and the nurse were leading the consultations in turn), which means that the study contains more quotes from the doctor. 
Conclusion
In this study youth friendly communication was based on the health professionals' positionings. The health professionals used a number of linguistic tools inspired by a general youth friendly approach consisting of HEADS, motivational interviewing, special interview techniques and adolescent medicine practice. The tools included body language, choice of clothing, interest in the adolescents' expert knowledge, use of concrete examples, humour, courtesy and appreciation. A central component was negotiating of power.
Implications for practice
This study showed that some simple linguistic tools could build up youth friendly conversations with adolescent patients. These tools may be adapted for other health care settings involving adolescent patients. Communication training for health professionals working with adolescents with chronic illness would be beneficial, as poor communication can be a barrier to transition. Future studies in useful communication tools applied when talking to adolescents are recommended.
